MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATI-I
DEPARTMENT OF PUBLIC HEALTH AND WELFARE -
Registration District No. _._ —eee——————Primary Registeation District No. yiﬁ Registrar’s No. 41...‘

== & 4062 -
'“ 'h&bf’uﬂ“' 151963 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY BENTON A s STATE Mg, b. COUNIY [2 £ py T O A/ admission).
b. CO”I-IY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. C‘;'LY Inside Limits
wown Cole camp 4o VRS, TOWN (00/6' Camp Yo B No O
100 70 <. FULL NAME OF {If NOT in haspital, give location) Inside Limira d. STREET {I# euvtside, give locstion) Reside on Farm
—_—— HOSPITAL OR )
200 € 0 NTITUTON S e cevd €T Yes M No [l ADDRESS Qe Cond ST, Yes O No B

3 a. '.:AM.E OF 'DECEASED First . Middie - ,-Last - 4. DATE Month Day Yeor
{vps or prinh Haze/ MiIdRED  FaaEw i Oc 7. 5 1963

5. SEX 6. COLOR OR RACE 7. Marrisd [] Never Married [3 [B. DATE OF BIRTH | ¥ AGE [last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Fe MAle WA K Te Widowed (] Divoreed O I}-ﬂ?*/?(’é 56 vrs. Mnmhll Days I Hours l Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and atate or country) | 2, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired y
Hovse W/ FE ' |Hovse Keepvg (Cole Camp, MO ., S. A,
T30. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. ‘NAME OF HUSBAND OR WIFE

HER MAN P. MEVER W://.e/M.-/VE BOA///VG (Cornvelivs Fajsen
15. WAS DECEASED EVER N U.S. ARMED FORCES? 16. SOCIAL SECURITY N INFORMANT Address
(Y“Nn‘;,orunknownl’(liyu,givewarordamaf / jAy FA JE/V ﬁ’US 55//[/1//6.’} mo'

18. CAUSE OF DEATH (Enfer only one cause per Ti - INTERVAL BETWEEN
PART (. DEATH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAUSE {a) _ : Meduviiagy PrEA Iy sis

STATE FILE NUMBER

DO NOT WRITE AME
ON THIS STUB NOEQ

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

which gave rise to

above cause (a),
stating the under-
lying cause last

Conditions, if my,} _ 'DUE TO (&) Po/rmeN ARy Ed esrn

DUE TO (<) CAR C"/}VﬂM}Tofif

PART 1. OVHER SIGNIFICANT CDNDITIONS CDNTRIBUTING TO DEATH but not related to the ferminal PART 11, 1¥ deceared was famale was
disesse condition given’in PART ) {s) thare a pregnancy in lasy 90 days.

} I OO Yes I [ No [ [ Unknown
19. WAS AUTOPSY 20a. ACCIDENT: SUICIDE HoMﬁchE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART Ii of item 18.)
g )

20c. TIME OF  Houl  Month, Day, Yesr |
INJURY"  am.
p.m:

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, 1 20f. CITY, TOWN, OR LOCATION ) COUNTY
WHILE AT WORK farm, factory, street, office bidg., etc.) R .
NOT WHILE AT WORK [T

vi ra
EA) 74
21. 1 atténded the decassed from. L0e<. /T L2 o Oc/. 5 and last sawhllwc on Ot I
Death occurred at g *3 s /) ﬂ? m on the date stated sbove, and to the buf of my tnowladgc, from the causas stated.

275 SIGNATURE 2 egres or tifle) - i T 72c. DATE S5IGNED
Lt 25 ek * e o-7-63

T35, BURIAL, CREMATION, | 23b. DAT Tic. NAME OF CEMETERY OR CREMATORY ATION (City, tawn, o county) (Srate)

BURIAL " |10- ;/I‘? Z.’:' TRin Ty CemeT<Rr y C“o/e CAMP Mo.

24. FUNERAL DIRECTGR ADORESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATUR|

Chagles . Fox Cole Camp, MO /6- 9-63

Licensed Embalmar’s Statament on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ -

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT BY LICENSED EMBAIJ:AEI!

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by __ i - : Student Embalmer No.

v;orking under my personal supervision. W
Student X Signed p é g

Signsture of Sfudem_Embllmor
Licensed Embalmer No. #{ /o )

P.O. Address_&/‘;;_p%_

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fuliure to comply
with the above’ constitutes grounds for revecation of license).

If embalmed by a STUDENT, he alsé shall sign in his OWN handwriting.

If this body, is.not embalmed, fact should be so stated above.




